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E 000 Initial Comments

On May 8, 2014 an Inspection of Care survey
was conducted by representatives of the Office of
Health Care Quality (OHCQ) to determine
whether the immediate health and safety needs
of the residents are being met and determining
compliance with COMAR regulations 10.07.14,
Assisted Living Program Regulations.

Survey activities included a review of selected
administrative, staff and residents' files, interview
with staff and residents, observations, and a tour
of the facility. The facility is currently in the
process of using the new Service Plan template
to update all Service plans.

The facility census at the time of the survey was
sixteen (16) residents.

Based on survey findings, the facility was found to
be in compliance with the regulations governing
assisted living facilities, COMAR 10.07.14.
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